MRS. F., a primipara, Reg. No. 1422, 31 years of age, was adnitted into University College Hospital on AMay 15, 1910. Her last miienstrual period had occurred on August 8, and she had quickened on December 8. She had always enjoyed good health, and there was no history of any previous pelvic trouble. Early in the imiorning of May 15 the m-lembranes ruptured, and she had a few slight labour pains during the dav.
At 12.15 a.m., on May 16, I saw the patient with Dr. B. Hosford, who, on being sumimiiioned to attend her in her confinement, made a vaginal exam-lination, and found a tumiiour in the pouch of Douglas lying below the foetal head, which he diagnosed as an ovarian cyst obstructing delivery. On exaimination, I found that the external os was the size of a two-shilling piece, the cervical canal alimost entirely taken up and the membranes ruptured. There was a tense elastic swelling in Douglas's pouch, flattened in its antero-posterior diameter, and pushing the cervix forwards against the svniphysis pubis. The tuieour appeared to be about the size of two fists, and the head of the child could be felt lying. above it in the pelvic brim. The patient was having pains at infrequent intervals. A diagnosis of an ovarian cyst, probably a dernimoid, was miiade, and the patient was admitted into the hospital for treatment. On admission her general condition was found to be very good, and the foetal heart-sounds could be heard, regular in rhythm and of normal frequency.
As attempts to push up the tulmlour both with and without an anesthetic failed-no attempt, however, was made with the patient in the Trendelenburg position-it was decided to perform abdominal ovariotomy.
The question of removing the tulmlour by the vagina was considered, but as labour had begun I decided against this route on account of the difficulty of reaching and tying the pedicle securely, and the danger of the ligature slipping and hoemorrhage occurring during the birth of the child. The abdomen was therefore prepared with iodine, and an incision made to the left of the middle line, with the patient in the Trendelenburg position. On opening the peritoneum a little clear fluid escaped. An attempt then was made to draw the tumour out of the pelvis, where it was wedged tightly in the hollow of the sacrum behind the cervix. This, however, failed completely, and the incision was therefore prolonged up above the umbilicus, and the 'uterus turned out of the abdomen. The tumour was now drawn up easily, and found to be a dermoid tumour of the right ovary, with the pedicle twisted anticlockwise through 180°, when regarded from the posterior aspect. The pedicle was tied in two portions with silk, and the vessels again tied separately. The left ovary and tube were found to be normal, and were not removed. Considerable difficulty was experienced in returning the pregnant uterus to the abdominal cavity, mainly owing to the fact that the patient took the anaesthetic (ether) very badly; but this difficulty was readily overcome when the anaesthetic was changed to chloroform. The abdomen was closed with through-and-through silkworm-gut sutures, silk sutures for the fascia and the fat, and a continuous horsehair suture for the skin. After the dressings had'been applied the patient was put up into the lithotomy position, and the cervix, now the size of half-acrown piece, dilated with Bossi's dilator up to 3 in. in diameter. An attempt was made to introduce a Champetier de Ribes's bag, but as this proved very difficult, owing to the fact that the liquor amnii had nearly all drained away, and the uterus was contracted tightly on to the child, the attempt was not persisted in, and the patient was put back to bed, having been under the antesthetic for seventy-five minutes.
Some little time after there was a free loss of blood from the vagina. At 2 p.m. her condition was good, but she complained of abdominal pain and pain in the back, and was much troubled with vomiting. At 8 p.m. labour pains were occurring every few minutes, and at 9 p.m., as the cervix was fully dilated, chloroform and alcohol were administered, and the patient delivered with forceps of a male child weighing 6 lb. 8 oz. and measuring 191 in. in length. The birth of the child took place twenty hours after the operation and thirty-six hours after the rupture of the membranes. The child was born in a condition of extreme asphyxia, but by inversion, immersion in a hot bath, the performance of artificial respiration, and the rubbing of brandy on its gums and over the heart, it was revived. As there was a good deal of hmorrhage, the placenta was expressed and a hot intra-uterine douche given. The uterus soon responded to this treatment, and a short time after the delivery the pulse was 90 per minute and of goQd quality. The perineum was torn to within an inch of the sphincter, and was stitched.
The patient made an uninterrupted recovery, the wound healing by first intention, and the temperature reaching 100F. on one occasion only. There was some difficulty in passing urine for a few days, and the urine contained some muco-pus, but this cleared up quickly, and the mother and the baby left the hospital well on June 3. They are both in good health at the present time.
The tumour removed is a dermoid of the right ovary, measuring 11 cm. by 12 cm., consisting mainly of two loculi, and containing the typical cheesy contents of a dermoid cyst and a quantity of short hair, light brown in colour. The smaller of the two loculi has attached to its wall a nipple-like projection, measuring 2 cm. by 1 cm., and this loculus contains most of the hair.
Cases in which abdominal ovariotomy has been performed during labour and the child delivered through the natural passages are still very few in number. I have found references to some twelve cases, including the one Mr. Malcolm is bringing before the notice of the Section this evening.
It is interesting to note that this is the fifth occasion on which this operation has been performed at University College Hospital, Sir John Williams having performed it on two occasions, and Dr.
Herbert Spencer also on two occasions.
The present case illustrates the fact that, provided the condition of the mother and of the child remains good, the patients may be left for many hours, even after rupture of the membranes, for complete dilatation of the cervix to occur spontaneously. As soon as this has been completed, however, the child should be delivered by forceps or version, and, if there are any indications that the life of the child is in danger at the time of the operation, the cervix should be dilated rapidly and immediate delivery carried out. The treatment of this condition by Casarean section can be necessary only in a very small percentage of the cases, and presents no advantages over the delivery of the child by the vagina after the tumour has been removed either by the vagina or preferably by the abdomen.
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